We thank Sahni and Bhatia [1] for their careful analysis of our paper [2]. Due to a typographical error, the open diamond data in Figure 3b is indeed incorrectly labelled as being for 50 mm rather than 40 mm. We can confirm the underlying calculations and equations are correct for the concept and the data presented in the figure.
We thank Sahni and Bhatia [1] for their careful analysis of our paper [2] . Due to a typographical error, the open diamond data in Figure 3b is indeed incorrectly labelled as being for 50 mm rather than 40 mm. We can confirm the underlying calculations and equations are correct for the concept and the data presented in the figure.
With regard to Figure 6 , and the equation for height of impact (H), H = R × sin(90 -θ). Sahni and Bhatia [1] have misread the methodology text, as R refers to the radius of the aortic curvature of the ascending aorta, not the radius of the aorta. The radius of the aorta does not affect the height of impact of the ejected blood. The demonstration that the site of impact is nonphysiological in some instances indicates that the direct jet impact may not always be the initiating pathological event for the aortic dissection. The angle nomenclature is 90 -θ to fit in with the angle nomenclature of the other figures in the manuscript. The equation and Figure 6 are thus correct.
We read with interest the case report by González-Calle et al. on 'Right atrial thrombosis and pulmonary embolism after atrial septal defect repair' [1] . Manlhiot et al. reported several factors that predispose to thrombosis after paediatric cardiac surgery. The factors that the authors suspected-tranexamic acid or foreign object-are also listed there [2] . Probably, according to the patient's clinical course, the most acceptable reason was a foreign object, but we cannot rule out concomitant or primary hereditary thrombophilia.
We think that the haematological screening performed for this patient (proteins C and S and genetic [prothrombin gene] tests) were insufficient to diagnose thrombophilia. The haematological assessment should also encompass antiphospholipid antibodies, factor V Leiden, activated protein C resistance, lupus anticoagulant, antithrombin III, fibrinogen, homocystein level and Factors II, VII, VIII and IX [3] . Perhaps the main cause of the right atrial thrombosis was hereditary thrombophilia, which was overlooked.
We thank Tanidir et al. [1] for their interesting comments about our article [2] . The tests that were carried out on our patient were selected by our haematologists based on the likely causes of the clinical scenario [3] . The haematological evaluation was not comprehensive in view of the acuteness of the postoperative course that rapidly proved to be fatal. Otherwise the matter would have been pursued to establish a precise diagnosis. However, our patient was forming intracardiac thrombi aggressively, despite our use of intravenous anticoagulation and thrombolysis [4] . So, in a practical sense, a coagulation disorder was already diagnosed, even if its precise nature was not established.
